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Foreword
This interim report sets out the recommendations, the evaluation question and aims, the approach taken to collecting the data, a brief overview of the main findings and the discussions and conclusions. It is written in a summary rather than expansive style, with the emphasis on delivering a set of key messages that will assist future understanding and planning. 
A series of recommendations are made through the body of the report as they arise from different parts of the evaluation. The complete list of recommendations follows at the end of this report. 
It should be noted, that the views expressed in this report are those of the evaluators and not necessarily those of the Programme Sponsors. 
Introduction 
The University of Lincoln was commissioned in December 2014, by NHS England, to undertake an external evaluation of the Mental Capacity Act Improvement Programme for Leicester, Leicestershire, and Rutland and Lincolnshire.  This evaluation was carried out at a project level and covered the months of January – August 2015. 
The brief from NHS England was for a programme of work that would lead to improvements in the implementation of the MCA in the region.  The programme mandate specified four key benefits that it was hoped would be realized through successful delivery of the projects that make up the programme. In summary, these were:
1.	Improved user (patient, service user, carer and public feedback systems) 
2.	Improved quality of service and professional practice (staff sharing best practice and drawing on user feedback)
3.	Greater compliance across a wider group of professionals: targeting previously ‘hard to reach’ professional groups.
4.	 Greater assurance of MCA compliance: creating new and supporting existing best interests assessors, supervisors and frontline champions.
The aim of the evaluation was to evaluate the MCA Programme and its projects against national and local requirements. 
The objective for the entire Programme and each of its projects (of which the evaluation was one) was to: 
1.	Provide baseline and platform of national and local best practice, upon which to justify and measure success;
2.	Stimulate exchange of information, action learning and feedback;
3.	Assess and confirm benefits realization and audit outputs;
4.	Deliver evidenced advice to support mainstreaming of Programme deliverables and / or adjusting future approaches and practice beyond the life of the Programme.
Background 
The Mental Capacity Act 2005
The Mental Capacity Act (MCA) (2005) came into full effect on the 1st October 2007, although some parts of it had been implemented in the previous April. It was drafted in response to a growing recognition of the inadequate legal framework governing situations in which people either lacked or had impaired ability to make decisions (Myron et al. 2008). The MCA provides a statutory framework to empower and protect adults (that is, people aged 16 years or more) who are judged to lack capacity in relation to one or more decisions relating to their health, welfare, or finances. The MCA defines a person as lacking capacity ‘if at the material time he or she is unable to make a decision for himself in relation to the matter because of an impairment of, or a disturbance in the functioning of, the mind or brain’ (Section 2 (1)). This definition is followed by a functional, or decision-specific, test of capacity (Section 3). A person is judged to lack the capacity to make a decision if he or she is unable to: i) understand the information relevant to the decision; ii) retain that information; iii) use or weigh that information as part of the decision-making process; and iv) communicate his or her decision.

Prior to reaching the conclusion that a person lacks decision-making capacity, all practicable steps must be taken to support the person to make an autonomous decision. Once it is decided that a person lacks the capacity to make a specific decision, the decision or actions taken on their behalf must be done in his or her ‘best interests’. The MCA describes what factors should be considered when determining what is in a person’s ‘best interests’ (Section 4). These include considering: i) whether the person will regain decision-making capacity; ii) the person’s past or present wishes; iii) encouraging and supporting the person to participate in the decision; and iv) the views of, and, if practicable consulting with, those people interested in the person’s welfare. 

The first two principles of the MCA make it clear that irrespective of someone’s diagnosis or disability they should be presumed to have capacity and that as much support be given to a person to help then make a decision before one decides they lack capacity. The third principle emphasizes that assessment should be based upon the decision-making process, not the content of the decision, as what appears to be an unwise decision must not be taken as evidence that the person lacks capacity. The MCA also clearly states that a person’s capacity must not be judged based solely on age, appearance, condition or behaviour.

In addition, The Mental Capacity Act Deprivation of Liberty Safeguards (DOLS) (formerly known as the Bournewood safeguards) were introduced into the Mental Capacity Act 2005 through the Mental Health Act 2007 and came into effect on 1 April 2009 and cover mentally capacitated adults in hospitals, as well as those in care homes registered under the Care Standards Act 2000. The aim of the deprivation of liberty safeguards is to provide legal protection for those vulnerable adults who are not detained under the amended Mental Health Act 1983, but are restricted in their freedom due to their inability to consent to staying in the care setting. The MCA DOLS protect people who cannot make decisions about their care or treatment, who need to be cared for in a restrictive way, for example some people with dementia, another severe mental health problem or a learning disability. Six assessments are required to be carried out under DOLS: age assessment, mental health assessment, mental capacity assessment, best interests assessment, eligibility assessment and no refusals assessment. Best interests assessors and mental health assessors have to undertake specific training to discharge their responsibilities. These assessors are subject to a role-specific regulatory framework. The mental health assessor needs to be a medical practitioner; the best interests’ assessor may be a social worker, nurse, occupational therapist or chartered psychologist.
Failings in implementing the Mental Capacity Act 
A number of studies have highlighted failings in carrying out the MCA. Perhaps the most notable of these are those conducted by the Care Quality Commission (CQC) (2014) and the more recent House of Lords Select Committee on the Mental Capacity Act [HLSCMA] (2014). Both found that: 
	Mental capacity legislation is generally not well-understood or implemented in practice. 
	The implications of the safeguards in practice are not easy to understand.
	There was wide variation in how local authorities carried out their functions as supervisory bodies.
	It is not clear whether people’s views and experiences of the safeguards are being heard in care homes and hospitals.
	Some managers and senior staff had received training but delivery was inconsistent and many other types of care staff had inadequate training
The CQC’s report showed that in some care homes and hospitals people’s freedom to make decisions for themselves was being restricted without the proper consideration of their ability to consent or refuse required under the law. Examples given in the report showed that, in some cases, service providers demonstrated little or no evidence of any attempt to maximize a person’s decision-making capacity before resorting to restriction or restraint.
The House of Lords Select Committee on the Mental Capacity Act (2014) went further, indicating that, although the MCA has drawn attention to the rights of some of the most vulnerable members of society (with practice exemplars in some areas), implementation has yet to fulfil its primary aims; it could, at best described as ‘patchy’ but sometimes even ‘poor’ (HLSCMCA 2014). Particular areas of concern included: 

	The lack of definitive criteria in the legislation and the Code of Practice (DCA 2007) to specify at which point capacity to make decisions should be challenged, thereby initiating an assessment of capacity;
	Practitioners not being clear on what is meant by the ‘presumption of capacity’ and may take inappropriate judgments based on an individual’s condition or behaviour;
	Gaps in practitioner knowledge of the  MCA. 

Whilst the Committee praised the aims and intentions of the Act - calling it a “visionary piece of legislation for its time” – and found that it is still held in high regard, they said that overall implementation had been poor and there is a lack of awareness and understanding of the Act. The Committee’s two main criticisms were that: (1) the implementation of the Act has not met expectations and (2) the Deprivation of Liberty Safeguards (DOLS) provisions is fundamentally flawed. In summing up the findings of the report, The Chairman of the Committee, Lord Hardie, stated that: 
"The Committee believes that the Act is good and it needs to be implemented. What we want to see is a change in attitudes and practice across the health and social care sector, which reflects the empowering ethos of the Act” 
The implementation failures were blamed largely on the fact that there is no single body responsible for the Act. As such the Committee said that, ‘although many bodies are involved in implementing it, the Act is nobody’s priority’. 
The Committee also found that the controversial Deprivation of Liberty Safeguards (DoLS), inserted into the Mental Capacity Act in 2007 by the Mental Health Act, are not fit for purpose. The Committee considered these to be so fundamentally flawed that the “only appropriate recommendation…is to start again””.
"Our other key finding concerns the Deprivation of Liberty Safeguards. The intention of the safeguards is to provide legal protection for people who are being deprived of their liberty for their own safety. The evidence suggests that tens of thousands of people are being deprived of their liberty without the protection of the law, and without the protection that Parliament intended. The Government needs to go back to the drawing board to draft replacement provisions that are easy to understand and implement, and in keeping with the style and ethos of the Mental Capacity Act."

The Committee recommended that the government should replace the provisions with “provisions that are compatible in style and ethos to the rest of the Mental Capacity Act” and which are drafted in clear and simple terms. They also recommended that the replacement provisions should extend to those accommodated in supported living placements, which the current provisions do not cover. 

The government response to the House of Lords report (HM Government 2014) included a number of key recommendations and new actions and programmes of work which have been continuing in parallel with this MCA improvement programme. In relation to the MCA as a whole, these included:

	A commitment to review the case for establishing a new independently chaired Mental Capacity Advisory Board.
	A commitment to ‘commission a review of guidance and tools to determine what represents the gold standard’ in terms of information and training for professionals in relation to the MCA.
•	Prioritizing professional training and focusing on the role of commissioning. This includes directing NHS England and the Association of Adult Directors of Social Care (ADASS) to lead on work examining the important role that commissioning has to play in encouraging a culture in keeping with the principles of the MCA. 
	The prioritizing of the MCA in the new inspection regime, which the CQC are introducing.

In relation to DOLS, a key development has been the review that has been commissioned. The Law Commission launched a consultation in 2015, in anticipation of clear recommendations and new proposals for legislation by the end of 2016. It is now clear that changes to or replacement of the Deprivation of Liberty Safeguards (perhaps with a ‘protective care’ regime) will take place. 

The MCA Improvement Programme 
The MCA Improvement Programme was developed in response to growing concern over the implementation of the MCA (as highlighted above) and formulated in line with national requirements as outline by the Chief Nursing Officer below: 
National Requirements 1: Source: Letter from the Chief Nursing Officer, NHS England, 29/01/2014
•	Development programme for MCA leaders across the system to understand their local issues and explore best practice
•	Increase in patient/carer experience events to ascertain real time feedback
•	Identification of specific local requirements and consideration of short term secondments/pump prime initiatives –  with CCG Colleagues, provider organisations and local authority partners
National Requirements 2: Source: Letter from the Chief Nursing Officer, NHS England, 21/07/2014
A. Awareness raising and training activity – of NHSE’s directly commissioned services e.g. primary care, specialized services; commissioners and providers with responsibility for these  
•	B. BIA Trainers:  Re-training health professionals whose BIA status has lapsed. Training additional numbers of health professionals from provider services.
•	C. Raising awareness of advance decisions, embedding discussions about patients wants and wishes into relevant patient pathways; increasing awareness of frontline staff of Lasting Power of Attorneys (LPAs) and deputyships; promoting use of the electronic register (late 2014).
•	D. Development of local assurance mechanisms to confirm compliance is in place across the local system; identifying any themes or gaps to be addressed through the national programme.
•	E. Identifying and contributing to a repository of best practice including capturing case studies to be shared more widely.
•	F. Supporting local networks and groups of professionals to come together to share expertise, ideas and best practice.
•	G. Developing and sharing mechanisms to use the commissioning process to improve outcomes for individuals lacking capacity – through joined up working between commissioners and providers which ensures patients at the heart of decision-making.
The original MCA Improvement Plan proposed an: 
1.	Extension of training opportunities to the Primary Care staff group, and other key professionals – to address key deficiencies across specific areas e.g. Police applications; nursing and care home staff
2.	Promote the role of BIA across partner agencies -  to be delivered through a number of market place events
3.	Commission specific BIA training- following an analysis of need- and having confirmed commitment for both the training and future application of skills learnt to support the local community.
4.	Develop an online information resources to provide information and guidance around the development and use of ‘advance decisions’; Lasting Power of Attorney; links to patient pathways etc.
5.	Develop & promote improved user/ carer/ family feedback systems for use in cases where MCA/ DOL has been utilised to improve the understanding of the systems/ processes and the impact upon individuals their carers and family.
6.	Support the development  of local MCA forums
7.	Promote the development of local KPIs for integration into existing Safeguarding Adult Board assurance frameworks
The Programme
Following much debate and consultation the following five projects were agreed upon and formed the MCA Improvement Programme. 
Project: Best Interest Assessors 
Project: Staff Exchange 
Project: User Carer Exchange
Project: Leadership at All Levels 
Project: Targeted Professionals 
We will elaborate on each of these in the following relevant sections of the report.
In the original Programme proposal there had been a Universal E-Learning and Information Project. The aim of which was to provide a single point of access to user-friendly e-learning and information to up skill the workforce and inform Users and the general population about all aspects of MCA. The objectives of this were to: 
1.	Create, advertise and implement user-friendly E-Portal linked to readily available information, learning resources and other tools. 
2.	Collect and convert feedback receive into practice and service (and portal) improvement. 
The contested nature and implementation of this, and concerns about sustainability following project end meant that it was discarded at the time, but it may be a viable option in the future as development of such systems gain prominence in the teaching and support of staff in practice. 
The Evaluation Objectives
Following meetings between University of Lincoln evaluation team and Programme Sponsors, it was agreed that an evaluation would proceed focusing on two areas: 
1. Clarification of the projects and a description of their implementation over the duration of the study. 
2. Assessing the impact of the projects and issues arising in their implementation, based on the views of key stakeholders and available objective data. 
This was captured in the overall Aim of the Evaluation Project which was to: 
Evaluate the MCA Programme (and its projects) against national and local requirements
The agreed objectives of the evaluation were to:
1.	Provide a summary of national  best practice, upon which to justify and measure success 
2.	Stimulate exchange of information, action learning and feedback  
3.	Assess and confirm benefits realisation and audit outputs 
4.	Deliver evidenced advice to support mainstreaming of Programme deliverables and / or adjusting future approaches and practice beyond the life of the Programme







Methodology 
The evaluation project  began in  February 2015 and was completed in August 2015. After consultation with the Programme Board it was decided to build the evaluation around a framework of action learning.
Action Learning
Action learning is a way of learning through problem-solving issues or dilemmas which come from the real world of work. It is a form of self-reflective enquiry undertaken by teams in situations in order to improve the rationality and justice of (a) their own practices, (b) their understanding of these practices, and (c) the situations in which the practices are carried out (Braun & Clarke 2006). Action learning can therefore enhance the way in which people learn, drawing on actual practice, and using the experience of members working together to apply new ideas with regards to service delivery and ways of working. Its effectiveness can be measured through the changes made to their work and working environment, and the practical results that will be the outcomes of learning.
Action Learning Framework 
In keeping with the principles of action learning the evaluation team adopted the LEAP (Learning, Evaluation and Planning) framework for use in this study. The framework was developed by the Scottish Community Development Centre (Scottish Government 2007) and seeks to promote reflective learning by focusing attention on key questions about a new service or improvement. The questions are as follows:
	What is the need?
	What difference do we want to make?
	How will we know we made a difference?
	How will we go about making the difference? 
	What resources will we use?
	What methods will we use?
	In what ways will we use them?
	How are we making sure it is happening?
	Have we made a difference?
	What are the lessons we have learned?
	What will we need to do now?
In designing the evaluation according to the aforementioned principles it was necessary to develop a conceptual framework giving the broad headings under which data was to be collected. This framework was developed in draft, revised and agreed by the Programme Sponsor and presented at meetings of Programme Board.The evaluation was carried out in three distinct but interconnected stages and these are as follows: 
Stage One: Planning  
The need for each project was established. This was done through the process of ‘tender’ (project justification) and provided the fundamental outline of the projects and what they hoped to achieve. The evaluation initially focused on establishing the extent and scope of each of the projects. 
The work concentrated on looking back at a range of documentary evidence relating to each of the projects, including papers from the programme of work, consultation papers issued during the development stage of the programme, and review of the wider literature. 
Meetings with the Project Coordinators and Programme Board were conducted. These meetings were an opportunity for the evaluators to gain a greater understanding of the projects and establish ways of working. 
Key questions: What was driving the individual projects? What was the evidence supporting this? 
Stage Two:  Implementation  
The project teams were then approached at three points along the implementation process and asked questions relating to the delivery of the programme. 
Point 1: What is important? The primary question here was ‘how will we know we have made a difference?’ A secondary question was, ‘what needs to be done?’ 
Point 2: How are we doing? This mid-term point of the evaluation focused on how the project teams had gone about making a difference. This looked at lessons learnt and the measures needed to ensure success. 
Point 3: Have we made a difference? If, by monitoring the action plan, we know that the plan has been implemented, we can then ask the question: ‘have we made a difference?  We will only know if the differences have been made if we have some evidence. This is when having asked the question at point 1: ‘how will we know we have made a difference?’ becomes so valuable. 
Stage Three: Evaluation
What have we learnt? This stage looks at what a project actually accomplished in terms of its stated goals. Evaluation questions include: 
	To what extent did the project meet its overall goals?
	Was the project equally effective for all participants?
	What components were the most effective?
	What significant unintended impacts did the project have?
	Is the project replicable and transportable? 
	To what extent did the projects ‘get it right the first time?’
In undertaking the evaluation using action learning it ensures that the focus of the work relates to relevant and evidenced needs; that the evaluation of the work has been conducted with the participants and that the lessons learnt from action inform priorities and approaches to the development of practice. Outcomes and measures of evaluation were internally generated through the projects. In this way outcome measures and what constitutes success will be different for each project team. It was for the project teams to demonstrate that they had ‘made a difference’.   

Data Collection
The data collection involved a combination of primary and secondary evidence. Primary data consisted of semi-structured interviews with project teams and observation of training. The evaluation comprised of the following activities:
	Initial meetings with the Programme Manager and Programme Board. It was through these meetings that the various stakeholders were identified. These meetings were an opportunity for the evaluation team to gain a greater understanding of the projects and how and why the projects had been developed and commissioned and establish ways of working. 
	A series of semi-structured interviews were conducted with the Project Leads at each of the three stages of the evaluation as outlined above. These were conducted either face-to-face or via telephone. 
	One or both of the evaluators were able to attend most of the Project Team meetings and Programme Management meetings and take notes of the discussions that ensure. These meetings, with the permission of those present were also recorded and proved a rich source of data and was subject to the same level of analysis as the interviews conducted. 
	There were also opportunities to attend training events and this was taken up by the evaluation team. Field notes were recorded by hand during observation of the training and typed up immediately after. 
The secondary evidence comprised of a: 
1. A literature review 
2. Policy analysis on the specific and wider context framing the projects
3. Documentary analysis of the projects and associated materials 
A delay in the launch of the projects meant that we had to be pragmatic about the evaluation that was undertaken. As a consequence the evaluation focused on the steps needed to get the projects ‘off the ground’ and the lessons learnt when seeking to deliver the projects in practice. 

Analysis of the combined data sets
Thematic analysis was used in the management of the combining of the different data sets. Thematic analysis is the most common form of analysis in qualitative research. It emphasizes pinpointing, examining, and recording patterns (or "themes") within data. Themes are patterns across data sets that are important to the description of a phenomenon and are associated to a specific research question. 

Limitations  
Although the evaluation was thorough in terms of coverage and methods, it is acknowledged that it has some limitations. First, the timing of the projects was later than expected, and meant that much of the evaluation activity occurred at the end of the project, rather than a more measured way throughout the year as originally planned. In addition, the timescale within which the projects structured and delivered their training varied, which means there are difficulties in making direct comparisons between the projects. 
Findings 
Evaluation results are presented below, under headings relating to the Programme and the Projects and more specifically to the objectives of the evaluation. Inevitably, there is some overlap. To avoid repetition, findings have been included once, even if they have relevance to more than one evaluation objective. 
General themes arising from the evaluation
Some themes have emerged clearly from the evaluation gathered over the past 8 months and are common across all five of the projects. 
	The intention of empowering regional groups to take the initiative in planning and project delivery has been well met in practice, with each of the projects meeting their objectives to a greater or lesser degree.
	 NHS England has had a highly positive role as catalyst and convener, and made a significant investment in this programme. 
	The planning of the projects took longer than expected and this reflected the complex and contested nature of what was being asked of the project teams. 
	The project teams had encountered some difficulties in preparing bids, with the short timescale for development and delivery being the most often mentioned. 
	 The process of putting together and delivering the training has had positive benefits for relationships within and between the organizations involved, particularly in drawing different clinical teams and professional groups together.Existing networks and relationship were strengthened and developed including, for examples links between Safeguarding boards, general practitioners and health  and social care agencies.
	The process of putting together and delivering the projects has had positive benefits for relationships within and between organizations; 
	All the projects targeted their activities towards potential decision-makers (e.g. health and social care practitioners). In the main, awareness-raising activities and training in the MCA were more successful where they built upon, and extended, pre-existing communication networks. 
	The training, in the opinion of the project teams, has helped raise the profile of MCA. It has emphasized the importance of the MCA and the need for everyone to have a working knowledge of the MCA. 
	Based on the discussions with the project teams and our observations to date, it is clear that there has been a high level of enthusiasm and commitment towards the development of projects aimed at addressing a short fall in knowledge and understanding of the MCA. 
	The project leads have been dedicated to ensuring that their respective projects were managed effectively where they each demonstrated a detailed working knowledge and understanding of their individual projects. 
	It is very easy to under-estimate the time and effort which will be required to introduce a new project. Despite the view that it is difficult to set up and deliver training, the projects have demonstrated that even in a relatively short period of time that this is possible. This is an important message to those thinking of replicating the work undertaken in this report. 
	The projects were developed in the context of competing and growing demands on public expenditure. It is important that actions and resources are targeted where they are most needed and will have greatest impact.
	Critical to the success of the projects was the idea, all though it was never labelled as such, of having a local ‘champion’ who had power and influence to drive the projects  through.   

Findings
The findings of the evaluation are presented below, under headings related to each of the projects. Inevitably, there is some overlap. To avoid repetition, findings have been included only once, even if they have relevance to more than one project. 
Project: Best Interests Assessors.
Following the landmark judgement of the Supreme Court in 2014 it soon became clear that there was a huge spike in referrals for assessments under the DOLS regulations, assessments that require a significant input from qualified Best Interests Assessors. Local authorities remain responsible for receiving these referrals and for employing BIAs to conduct the necessary assessments. The number of referrals has remained ten times greater through 2015 than it was before the relevant court judgement.  (Health and Social Care Information Centre 2015). Whilst the rate of applications in the East Midlands was slightly lower than others, at 110 per 100,000 adults, seven out of eight regions had rates of between 110 and 150 per 100,000. The association of directors of adult social services (ADASS) have done a lot of work to address the issue and to plan for meeting the demand. Their planning includes measures to put significant numbers of adult social workers through best interests assessor training and to encourage 'lapsed' BIAs to return to practice.
This project was designed in line with such national drivers and to increase the number and distribution of Best Interests Assessors to meet service need with a view to increasing the number of assessments across the Area. The aims of the programme in relation to Best Interests Assessors were :
1 To commission specific BIA training- following an analysis of need- and having confirmed commitment for both the training and future application of skills learnt to support the local community.
2.Promote the role of BIA across partner agencies- to be delivered through a number of market place events  ( MCA improvement programme plan 2014)

The relevant background reports, such as that from the House of Lords had identified particular problems in relation to the application of DOLS in health care settings.  Stakeholders in Leicester  responded to this with a plan to specifically recruit candidates from hospital settings for BIA training. This proved to be problematic for a number of reasons though a further bid is expected from Leicester City to take this work forward.

In terms of actual outputs ,in  the period under consideration, a group of 12 staff were trained as Best Interests Assessors in the Lincolnshire area. We understand that plans are in place for a further two cohorts of assessors to be trained.

From one perspective the achievement of the first  aim appeared relatively straightforward and funding the fees for places on existing courses at recognized universities would go a long way towards meeting the objective.  

Each of the areas was asked for data about existing numbers of BIAs and how many were required ( MCA IP board meeting March 2015) and the analysis of need was fairly straightforward.
However, releasing staff for training is challenging in times of downsizing with reduced numbers of staff to cover workloads, the cost of backfill and the reluctance of eligible staff to commit to an additional role. These issues which are common across the country were noted by a number of stakeholders in this programme.  The board meeting discussions as late as April 2015 refer to the 'long awaited BIA programme'. The board were acutely aware of ' the requirement within the funding that we....satisfy ourselves that  BIA training has gone ahead. However it was clear that those trying to develop the projects were facing some of the difficulties noted above. Those trying to develop the BIA project in Lincolnshire and Leicester noted ' workload issues...complexities of working multi agency...issues around releasing staff, authorisation, timetabling' ( MCA IP board meeting April 2015).

Targeting practitioners who have trained previously and putting them through refresher training makes sense, as many of these have conducted at least some assessments and have a practice knowledge to build on.

It is also commended that thought and resources have been given to training more people to provide scrutiny of DOLS applications for the supervisory bodies, since it is clear nationally that this element in the process has become something of a 'bottleneck' in certain areas, with a lack of sufficient trained staff. The board hear d evidence about and  clearly considered this. One member noted that ' the signatories is an issue for us because we have people who would be prepared to become a signatory but because they are not necessarily people who are immersed in DOLS there is a wish to make sure that they are appropriately and adequately aware of what they are signing off' ( MCA IP board April 2015)

As well as addressing the pressing problem of meeting the demand for trained assessors it is useful to consider the content and relevance of Best Interests Assessor initial training programmes and also their on-going refresher and update training. 

The academic literature relating to the training of BIAs is fairly sparse (a search using the terms ' best interests assessor' found only six items) though that training is referred to in some of the key  reviews of the DOLS regime (Mental Health Alliance 2013), and has been the subject of some studies.

One of the more difficult and complex issues, which arise in any discussion of DOLS, is the interface or overlap between mental health legislation and mental capacity legislation and this is a significant element of BIA training. Clare et al (2013) published a useful paper that addressed this issue. Their findings suggest that the interface between the MCA-DoLS and the MHA is not well understood, and propose that this reflects the fundamental differences between the principles and scope of, and criteria for, the MCA and the MHA. They recommend that more attention is given to decision making capacity in psychiatric hospitals as well as general hospitals and recommend changes to the standard forms required to be used by BIAs.

Another key aim of the BIA project relates to providing support and on-going training for BIA's. Whilst the initial training for BIA's is mandated to take place in higher education institutions and is governed by key competencies set down by the Department of health, and shaped by more recent guidance from the College of Social Work, any update or refresher training is not governed by the same requirements. In the early days of the DOLS regional forums were set up across the country, which provided rich exchanges of information and update training for BIAs. Few of these have survived though the Yorkshire regional forum, funded by local authorities across the region provides one example of a useful on-going forum. The forum and related Best Interests Assessor network is supported by safeguarding boards in the region and regularly referred to in their reports.

The need for on-going guidance and training is clear, since case law is evolving rapidly and the decision making of assessors is not always consistent. That is not necessarily a criticism of assessors but perhaps more a reflection that the evolving case law from which assessors draw guidance has not been consistent. A noted study found agreement among professionals about what constitutes deprivation of liberty to be almost no better than chance (Cairns et al 2011) and the lowest level of agreement was among the legal professionals rather than the clinicians in the study. This perhaps reflects the fact that the legal professionals, with greater knowledge of the law, were aware of the very contradictory judgments on the issue, which had been produced to date by European and UK jurisprudence.

It is likely that, since the clarity given to this issue by the Supreme Court judgement of 2014 and the notion of the ' acid test' for deprivation, there will be more agreement on the issue. It should also be noted that the Cairns study did focus on a small sample in hospitals. A much larger sample (involving some 93 BIAs) was reported in a study published by Carpenter et al (2013). The researchers asked assessors to nominate the factors that influenced their judgements about deprivation of liberty and then generated vignettes based on these factors. Assessors were asked to judge the vignettes and also about their level of confidence in their assessments. The level of confidence was generally quite high as was knowledge of case law. Again, this study predates the Supreme Court judgement and it might be expected that the acid test will lead to more clarity and confidence in judgments about deprivation of liberty. This may lead to a greater focus on the second of the two key questions that BIA's need to ask. Namely, having determined that a deprivation is occurring, is that deprivation in the person's best interests? As noted earlier decisions made using the DOLS framework need to be determined by this key principle of the MCA.

Recommandations.
A key actor in the whole DOLS process is the local authority, as the 'supervisory' body. The scrutiny process undertaken by supervisory bodies has at times been criticized by the courts and it is recommended that resources continue to be invested in training and developing the signatories who have to review and approve the DOLS applications for the supervisory bodies. 

We should be aware that there is currently an accelerated consultation process being undertaken by the law commission with regard to the Deprivation of Liberty Safeguards. However, the demand for BIAs will remain high until any recommendations for change emerge from the law commission and are acted upon by government, and the role is likely to continue after any changes, albeit in a modified form.

Resources need to be provided to assist in the training of appropriately identified staff to carry out the BIA role and in particular should be targeted to specialist areas in which there are relatively fewer of the required BIAs (e.g. in certain hospital settings)

Refresher and update training is crucial in an area of practice such as this which is highly dependent on the latest case law. Consideration should be given to co coordinating and mandating standards and content for update training in the same way as for initial training.

Project: The Staff Exchange
Background 
A key aim of this project was to ensure that best practice is shared. Based on existing successful models in the region (Leicester City) the staff exchange project was set up as a series of events and processes to enable staff to receive elements of training, but perhaps more importantly to hear about and share current and best practice in their own work settings.
The main targeted output was  the delivery of quarterly front-line staff exchange forums within each area, based around and progressing the Leicester City model.
A key recommendation of many of the reports into the MCA is further training for staff. This often follows analysis of the practice of staff that have had some training on the subject with a suggestion that the training has not been sufficient.
There is not a great deal of evidence to date about the nature or impact of staff training on this subject. A literature review conducted for the purpose of this evaluation returned only six items in relation to 'mental capacity' and 'staff training'.
Some studies have looked at what difference training actually makes for staff. Willner et al (2011) conducted a study in which participants were assessed before and after MCA training using a structured interview, which included three scenarios describing mental capacity dilemmas, four vignettes addressing the role of the Independent Mental Capacity Advocate (IMCA), and 16 true–false items. They found that interview performance improved post-training, but that this could be largely ascribed to an increased awareness of mental capacity issues, with minimal improvements in the knowledge that would be needed to undertake the assessments. Nine areas were identified where there remained significant gaps in participants’ knowledge post-training. They concluded that methods other than formal training events may be needed to prepare health staff to implement new legislation. The House of Lords scrutiny committee, after hearing evidence from a very wide range of sources, came to a similar conclusion.
It is clear that much of the evidence supports the notion that, whilst training is important, it needs to be appropriate. Sharing and discussion of cases relevant to practice settings, and a focus on the more difficult and complex aspects (assessment of capacity and determining best interests) are recommended. This supports the development of 'exchanges' at which staff can share such material.
The East Midlands MCA improvement project had the benefit of an existing staff exchange in the region and the seemingly successful Leicester staff exchange provided a template for the staff exchanges which occurred as part of this project. The coordinator for Leicester, familiar with the existing model was very clear that a staff exchange needed to be more than 'just training' and that the sessions needed to be led by the expressed needs of the delegates and to involve discussion and debate around particular practice issues.
Whilst a useful template in one part of the region  helped to get the staff exchange model in place, there were delays in other parts and in March 2015 it was noted that 'we will lose momentum on the staff exchanges because Lincolnshire is not set up'. ( MCA IP board March 2015). At a project meeting the following month it was noted that there was 'apathy with the staff exchanges in Lincolnshire.... it's just a general apathy' ( MCA IP project meeting April 2015) It was clear that the project was struggling to persuade the same numbers of staff to attend events in that county as in Leicester. The reasons for the differences were never fully clear though it is likely that the existing successful model in Leicester helped to generate attendance at their project events, whilst stakeholders in Lincolnshire reported feedback about workload and lack of timely communication being factors in recruitment difficulties.
Project achievements.
We received   data in relation to the attendance of 20 'provider' based staff at a staff exchange in Leicester and 78  staff at two staff exchange events in Lincoln. Given the wide variations in knowledge of the MCA across the range of targeted staff, the decision to require some baseline knowledge before attending the staff exchange events was a sensible one. In Leicester this took the form of the completion of an indicated e-learning package. There seems to have been some debate about whether different dedicated e- learning resources would be required for health and social staff or whether a generic one would suffice. In practice individuals were signposted to a range of different local and national e -learning packages depending on need and appropriateness.
It may have been useful to see some evaluations of their experiences of the e-learning packages by those staff who completed them, and, for example, of how well the packages prepared them for or linked to the staff exchange events.
In Lincolnshire we understand that staff were required to complete some baseline reading before attending events but there was no mandatory pre event training.
The Leicester event for which evaluations have been seen was targeted at the 'provider' sector. This was rated as excellent by ten delegates and very good by the remaining eight. Participants were asked to rate three specific areas of knowledge.
1.Understanding how to conduct a mental capacity assessment.
2.Understanding the concept of best interests and when it applies
3.Understanding how recent court judgments apply to their work.
In each case the majority of participants rated their knowledge as not very good or just OK beforehand but very good afterwards. 
Given the complexity of some of the issues involved it is not surprising that some felt that further events would be helpful. One delegate stated, “ I had been given wrong information previously. I found this session very informative but will need further education”.
Whilst the event did involve a good deal of 'expert' led didactic training and less in the way of exchange, the facilitator did use relevant case studies extensively and these had the desired effect of clarifying practice issues. Comments included: “the use of case studies was very helpful to make it more meaningful”, ”all case examples very helpful”.
The Lincolnshire events attracted a range of staff from NHS trusts, adult social care, district councils, probation service, the independent care home sector and community and voluntary organizations.
After the two events in the county, 58% of participants at event one, and 75% at event two stated that knowledge, skills and confidence had improved as a result of attending. Again these were evaluations conducted immediately after the end of the event. 
The Lincolnshire events had the same issue as the Leicester one in the sense that they had the advantage of the services of very well informed expert speakers, but this left little time for the 'exchange' of practice intended. A general representative comment was that “Presenters were very knowledgeable and professional but time too short to encourage contributions”.
As those involved in planning and delivering the events have acknowledged that one of the overall aims for this programme was to change and improve practice and that it would have been helpful to conduct some kind of follow up evaluation after the staff exchanges. 
Without any follow up interviews or any assessment of actual practice it is not possible to judge whether the judgement expressed at the end of a training event actually translates into practice. The short timescales and limited resources available have made such follow up difficult for these projects. Lincolnshire are now taking steps to set up such an evaluation and this should be a priority for any continuation projects. 
Recommendations 
1. The evidence suggests that the staff exchange events were well attended, and well evaluated by those who attended. Any continuation of this project should involve a clear plan for following up attendees and interviewing them at specified dates to assess the impact on practice of their attendance at the events.
2. Future exchange events should be designed so that there is more time for and a greater emphasis on exchange of views and practice experiences. This might mean for example, asking delegates in advance to bring particular cases or difficulties from their work setting, or simply providing more time within the sessions for the discussion of relevant case studies.
3. We understand that the project director is working with colleagues on setting up a multi professional agency in each of the three geographical areas and that in Leicester there will continue to be an emphasis on ' provider’ forums. It is clear that there remains a significant knowledge gap in the provider sector and that the provider forums to date have been effective. Any continuation of that model is therefore to be highly recommended. Equally there remain significant differences in understanding and opportunities for mutual learning across the different professions and a multi professional agency/forum is also to be commended as a way forward. Measurable changes in knowledge and understanding in relation to the individuals own role is desirable but a measurable change in knowledge and understanding of the different issues, challenges, and regulatory frameworks faced by other professions would be a useful outcome from such multi professional forums.
4.	‘Mainstreaming’ of this project has been approved with on-going funding from the relevant safeguarding boards. It is commendable that the valuable work begun by this project is set to continue and there is a certain logic to giving responsibility for this programme of work to safeguarding boards which have structures, networks, and funding which can facilitate this well. The only caveat to this is that a key message from the House of Lords report was the overwhelming evidence that in practice safeguarding concerns have led to the empowering ethos of the MCA taking second place. Care needs to be taken at all times to ensure the appropriate balance between safeguarding and empowerment, and the careful monitoring of the impact of training on practice, integrated with user and carer feedback, can help to monitor this.
5.	





Project: User and Carer exchange.
The MCA largely relates to decision-making and judgments about capacity, and this project set out with an aim of better understanding how decision making processes occur among users carers and staff.
In our background literature search we therefore focused on service users, carers and decision-making.  Searches of the academic literature, which included the terms ‘mental capacity ‘AND’ service user, yielded some 65 results. Further analysis of the references for these papers led to ten additional items. Searches which included the terms 'mental capacity' AND 'decision making' yielded some 1153 results. Much of this literature pre dated the introduction of the MCA. Indicating the current interest in this area, though, some 151 of these items were published since the beginning of 2014. Much of the literature found related to non-UK jurisdictions. Further searches relating to 'advance decisions' produced eighty items. A search relating to  'shared decision making' produced just ten items, suggesting that that term is not widely used or understood or that it has simply not been the subject of much research.
It is notable that few of the available studies featured direct research with service users, and in the main the studies were a mix of opinion pieces and studies which involved interviews with staff working in a variety of settings. This suggests that the issue of engaging with and involving service users and carers remains a challenge nationally.
This project has certainly found this issue to be more difficult than first envisaged. Enlisting carers (let alone users) on a group basis (let alone one-to-one), at short notice and with a specific agenda, has been challenging. Three user and carer events have been accessed, with the coordinator extending the timeframe for delivery her brief accordingly.
The much hoped for ‘exchange’ of learning and information between users and their carers with the various projects has not materialised. Practicalities of engagement mean that a far longer ‘lead in’ period than this Programme was able to offer was needed. The lack of networks (and ease of navigation around those networks), as well as pre-existing group’ programmes and out-of-hours meeting times, complexities around reimbursement for time and expenses all required longer-term planning.
The kind of difficulties noted above were evident to a number of stakeholders from the start and questions were raised by the evaluators and other team members at the first meeting of 2015 about how meaningful engagement with service users who lack capacity to make decisions about care and treatment would be developed. 

By the end of April the board chair was noting the lack of meaningful user involvement to date and noted that the board were 'looking at a second term', and suggesting that 'evaluation over how the user was impacted' may have to wait until that second Autumn term. ' This is a trial run. This term we didn't have user involvement so what's the difference in the Autumn when we did'  (MCA IP project team April 2015). Of course, this means that as evaluators we do not have much meaningful date to report on. 
It was decided early on to employ an individual to develop the work of the user/carer exchange. The project lead made a strong case for the employment of a specialist speech and language therapist in this role, on the basis that
such an individual would be better placed to communicate effectively with those who lack capacity and may be less able to clearly communicate verbally. This decision made sense for a number of reasons and helped to address the concerns alluded to above, but this did lead to further delays in the development of plans of work and any actual liaison with the target audience. 
Once this person was in post the project team worked hard to liaise with and involve a range of suitable agencies and groups. The following is a set of representative examples in Leicestershire.
Health Watch Leicester
LAMP Direct (Mental Health Support in LLR)
Leicester Alzheimers association)
Network for change ((Mental Health Support)
Leicester Mencap Society
Ansaar (Adult LD Support)
Mosaic Team (Adult LD Support)
CLASP (carers group Leics)
Voluntary Action South Leicestershire
( MCA IP Service User Exchange report Appendix D, 2015)
For various reasons, including infrequent meetings of some of the groups and full schedules, together with the rather brief tenure of the person in post, meetings with many of the groups did not materialise. The challenges were summarised by the lead worker on this project in her concluding report in July 2015 
'Preliminary research identified semi-structured interviews to be the most appropriate method of data collection and potential areas for discussion. Unfortunately, difficulty in accessing groups and a low response led to insufficient data received and no meaningful conclusions drawn. The undertaking does, however, demonstrate the difficulty in collecting user feedback from service users.' ( MCA IP User Exchange Project Summary  2015)
Recommendations.
The user exchange project has begun to lay the groundwork for some effective consultation and involvement with users and carers and it is recommended that this work is continued in order to allow it time to deliver useful results. Given the comments above it is crucial that the project team themselves and any subsequent evaluators give very careful thought as to how to meaningfully develop a service user involvement project, how to embed service user involvement across all projects, and how to measure the extent and impact of that involvement.
Literature reviews and development work for this project led to the development of a series of topics and questions suitable for unstructured interviews. These may be a useful platform for further work ( see MCA IP  User Exchange project summary  Appendix C, 2015)



Projects: Leadership at All Levels and Targeted Professionals 
A key driver for the MCA improvement project is improving implementation of the MCA across all health and social care settings. This requires leadership and use of the available networks and mechanisms. Strong leadership is needed to develop change and introduce new ways of working. Leaders are important in helping to engage the local community in the delivery of health services and to overcome the obstacles to change. This project was run and administered in conjunction with the Targeted Professionals’ Project. The key aim of the Targeted Professionals Project was to improve compliance with the MCA and practice at the frontline in a range of health and social care settings, particularly with groups who have perhaps been historically been less engaged with or compliant with the act, for example the police and nursing homes.    
In keeping with the Programme goals and national directives, the need to provide training and guidance in applying the MCA to take decisions on behalf of service users was considered to be of the upmost importance, particularly when making best interests decisions. A general course outline was produced and learning material in support of the training published. A train the trainer model was adopted for the police. A series of ‘hothouse events’ and ‘developmental days’ were devised by Integritas Support Ltd, an independent training company, and delivered and developed in collaboration with the project teams. These training events focused on the MCA and DoLs and brought together staff spanning primary and secondary healthcare; including GPs, mental health, acute care, learning disabilities; social care; residential and nursing providers; criminal justice; the emergency services and voluntary sector providers. The ‘hothouse’ events were designed to promote discussion about the MCA and issues relating to practice when instigating and carrying out the Act. The shortest sessions were the MCA and Dols briefing for GPs owing to commitments on their time with sessions usually lasting an hour and a half. These sessions mainly focused on DoLS because of GP responsibilities within this legislation, particularly around their role with the Coroner when a person subject to DoLS dies, as it is considered a ‘death in custody’. Integritas reported that:
‘Out of all of the professional groups, the GPs demonstrated to us, the least amount of knowledge on the Mental Capacity Act and we would sincerely love to be in a position to spend more time with them (we had 1.5 hours to impart too much) so that their basic understanding of the MCA improved.  We are pleased that we will be working with them in September and for twice the amount of time, so we are hopeful that our training will be even more positively received and absorbed.’
The importance of effective project planning and management was stressed. The project teams ‘wished they had had more time to plan and work through the projects’ before putting them into practice. ‘It would have been nice to have undertaken a training need analysis with the various groups before putting the training together’. 
If we are offered further opportunities to improve GP knowledge and skills on the MCA, we would want to meet with a small group of GPs to ensure that our material was as bespoke as possible.  We did try to arrange this before we delivered our training, unfortunately no GPs attended.  In the end, (name removed) met with ( name removed) to approve our material – so it would be useful to have more direct GP involvement in what we could cover and how to make it more bespoke to their role and responsibilities.
The importance of effective project planning and management cannot be underestimated: as with any project work it is vital to do as much forward planning as possible to hit the ground running once the project gets underway. The literature attests to the importance of undertaking a training needs analysis both of the organization and staff prior to the commencement of training (Stickley & Thurstine 2007). The basic purpose of a training needs analysis being to identify the knowledge and skills that people must process in order to perform effectively on the job, and to prescribe appropriate interventions that can close these gaps (Gupta 1999). This is something that the teams resolved to undertake if the project was to be rolled forward.
Despite delays in getting the projects ‘off the ground’ the project teams demonstrated a commitment to their various undertakings and showed a collective responsibility and drive when engaging service staff as part of the projects. 
‘Staff went above and beyond what was expected of them and much of the success of the projects can be attributed to their enthusiasm and hard work.’
Commitment and drive are important when engaging stake holders, ‘staff need to be motivated in what they do to ensure success of a project’. It has been suggested that the impetus for change in health services should come from outside of the system, but to deliver real improvements to patient care, change must be driven and encouraged from within (Clayton 2009). This process is helped if there is a ‘champion’ at a strategic level driving the projects forward; ‘someone who as clinical credibility and expert knowledge in the field … particularly when engaging professional groups such as GPs’. It is difficult to give full attention to the complex aspects of change while also managing day-to-day services. It is crucial therefore to have clear governance within the management team, so pressures can be shared and daily challenges are not over looked. This passion might be harder to generate within a roll out site and is something worth considering if looking extend the projects.   
Delivering training across centres and across teams was logistically problematic and did at times mean that events were cancelled. The project delivery leaders were pivotal in ensuring that opportunities were not lost. Flexibility and creative thinking is needed to take projects forward. In order to get  ‘buy in’ the project teams had to be flexible in their approach and the way they ‘packaged their message’. Having a series of ‘key messages’ ensures that the projects remain ‘on track’ and that the project teams understand what it is they are seeking to promote. Consultation was a real strength of the projects. While the methods for consultation varied, reflecting local structures, styles and aspirations, it allowed for service staff to articulate issues and problems and for the team to explore possible solutions. 
The process of putting together and devolving the training was reported has having had positive benefits for relationships between those involved. The training helped to bring different groups together and ‘break down barriers’ between professionals. Much of this success could be put down to the trainers themselves who believed strongly in the subject and who had been involved in putting the training together.   
The most frequently cited barrier to putting learning into practice and making changes in the workplace was considered to be an inability or unwillingness of existing staff to change their ways of ‘thinking and working’ and who could not see beyond their professional and own clinical priorities. 
The training comprised of didactic teaching, small group discussion that focused on a relevant topic or case study and feedback. In addition to this, participants were encouraged to discuss real cases to enable them to link theory with practice. The training lasted from 1 -2 hour sessions to whole day events. The training was delivered to 617 staff in total with 387 (62%) completing an evaluation of training questionnaire.  Of these 387 staff, 360 (93%) evaluated the training as ‘excellent’ or ‘very good’. Staff were also invited to provide qualitative comments as to the structure and usefulness of the training; again this was largely positive in nature.
Staff particularly seemed to value the time spent with other disciplines, examining case studies and being allowed to explore issues from practice as part of their training. It was further reported that although some practitioners appeared generally engaged with the training, limitations to some practitioner’s knowledge and experienced seemed to restrict their ability to contribute to the discussion. The majority of those who responded to the end of training evaluation stated that they would welcome further guidance and training on the MCA and its implications for practice and more advice on best practice regarding who to involve in assessment and when. As highlighted in the House of Lords Report, it is now generally recognized that what is needed in implementing the Act is an integrated organizational and coordinated approach. Essentially, this entails examining what might be done before incidents start, as they unfold, and afterwards, at the level of the individual employee, the work group or team and the organization as a whole. 
Care Home Staff were the most positive group – 98.63% of the 73 participants evaluated the training as ‘excellent’ or ‘very good’, which suggests that it was tailored to a level suitable for that group and met with expectations of the day. 
‘first time I’ve had a clear understanding of the use of the MCA and DoLS – one of the best courses I have been on.  Trainers enthusiastic and knowledgeable!’
and
‘The delivery of the training was excellent – this is a subject that is on the fringes of our work (CJS) but I feel I learnt a lot.’
However it needs to be recognized that over half of the Care Homes cancelled on the day or day before the training. This resulted in only 73 out of a possible 200 staff receiving the training. The event was free and this may have made it easier to cancel. 
The cancellation of one of the sessions did allow the project teams to run a stall at the Lincolnshire County Show focusing on DOLs. Whilst no formal record of the event was kept, staff reported having spoken to over one hundred people on the topic during the course of the day and that they were surprised at the level of knowledge displayed by the general public. 
A series of train the trainers’ sessions were run with the police as part of the targeted professionals’ project. The idea being that those that had attended the session would inform and support other officers in the implementation of the MCA.  The following quote was received by Integritas and provides a summary of the training: 
‘We received just fewer than 90% rating of ‘excellent’ or ‘very good’ but this was not about our material, which was very welcomed by all.  It was more about being asked to teach/impart this information to their colleagues, which approximately a third voiced genuine surprise or dismay as they are not ‘trainers’ – you can see by their comments that this impacted on how they viewed this day.  Also, as with the Care Homes, we originally offered 10 sessions to the Police and they only took up 3 of those sessions – so we could have trained 200 Officers (instead of 47 who did turn up) if they had taken up what was originally offered to them.
A person’s commitment to learning relies on a confidence and belief that the learning is first achievable, and secondly that it has relevance to their role; the way in which training is designed and assessed, is an important part of learning and should reflect these two core conditions (James and Biesta 2007). It is important that staff understand the training they are being sent on and the reasons for this; they also need to be clear on what is expected on the, on their return to work having attended the training. It is worth remembering that the training was voluntary, and therefore presumably attracted people who already had an interest in the subject matter, or knew little about it but were motivated to find out more. Staff may be less enthusiastic in the future if the training was to be rolled out and this needs to be born in mind when planning for the future.
Achievements 
The projects have produced training material that has been evaluated positively by both staff and service users and has indicated that it has some positive benefits on participants’ attitudes and confidence in terms of carrying out their work. The evaluation has shown that there is a demand for written training materials for use by staff in practice as well as for further training events. It should not be assumed that one off training events will equip staff with the necessary knowledge and skills to administered and apply the MCA in practice. 
There is recognized need for health and social care staff to  undergo training in the MCA in order to be able to effectively administer and apply the Act in practice. Such training would potentially help staff to understand the complexities of the Act and their role in it. However, at present, whilst training in the MCA is available to service staff, not all staff receives it nor accesses it. Overall, it is hard to avoid the conclusion that there are fairly limited opportunities for individuals to access such training. Given the paucity of training described above, it may be concluded that unless staff have gained experience earlier in their careers then their level of knowledge is likely to be relatively low. Consequently staff will not be confident in managing the act on their caseloads. A number of studies have concluded that a number of conditions are required before sustained changes to practice occur after training, including:
	Having protected time to work with clients
	Organizational ownership of the work  
	A high level of motivation
	All team members being trained
	Access to high quality supervision
(Brooker & Sirdifield 2009) 
Mapping of the course content appears to have been undertaken only by the training team. Potential roll out sites are likely to want to know more detail how the course material and content map against areas of underpinning knowledge in the relevant units of competence. 
Recommendation: 
The evaluation found no clear links and strategies to support the transfer of training to the clinical environment following training: in particular there was a lack of performance indicators regarding desired behaviour back in the job. The emphasis was on staff to take what they had learned and incorporate this within their own practice and thinking. No support or suggestions were offered as to how this could be achieved or the possible barriers staff might encounter when attempting to do this. Ways in helping this transfer of knowledge and skills should be explored and actioned as appropriate. 
Points for discussion 
The importance of involving service users and carers in the development of services is emphasized in the literature and proved a focal point in the construction of the projects. Whilst this aspiration was met in part there is a need to consider further ways in which the service user voice could be captured and incorporated into the planning and development of work streams. Patients need to be at the heart of everything that we do as health care professionals. Where patients and their organisations are engaged from the start as equals in shaping the case for developing services, it is much more likely that services will meet their needs and preferences and succeed in delivering better experience and outcomes. This means considering the value that patients and services users themselves can bring, for example by using their experience to help co-design more successful and appropriate services, and by successfully managing their conditions, with the right support. Co-design must allow a strong role for patients because health services cannot be understood unless they are considered through their lives. They know the services and will be able to offer strategic advice on how care can be delivered around their needs, which in turn, should inform training. 
It was clear from the outset that a major challenge for this programme would be the meaningful engagement of service users who lack capacity. The fact that a person lacks the mental capacity to make certain decisions may mean that they have some difficulties with understanding and communicating information. However, this does not mean that they have no capacity to articulate their views and experiences. The fundamental principles of the Mental Capacity are that people should be assumed to have capacity unless proven otherwise and that any individual should be helped to participate in decisions about them as far as possible. 

A challenge for the 'user exchange' project was to find individuals who were able and willing to participate and organizations who provide forums for collective information sharing. Significant ground work and commitment is required to develop meaningful service user participation of this nature. The 'user and carer' exchange as it developed was beginning to do this and it is recommended that this work continues in the region to allow it the time to pay dividends. 

In the absence of significant involvement of service user involvement in this programme lessons can be learned from elsewhere, including existing research and good practice in relation to shared decision making and participation .Small changes to practice can make significant differences to the experiences of users. For example, hospital passports for individual with learning disabilities, can enable the likes and dislikes of the individual, and their preferred communication style, as well as medical information to be clear to all health staff ( Blair, 2011). This helps to make meaningful the principle of participation for those who lack capacity. Any future training for staff should incorporate these elements of practice which are evidence based in the sense of having been proven to be helpful to service users

An obvious next best device for ensuring that the voice of service users is considered when they are not able or available to provide that voice is through the mechanism of advocacy. The lack of a great deal of visible presence of advocacy organizations or individuals within this programme was noted at a number of stakeholder meetings. A key recommendation would be to ensure that any continuation projects find ways to embed the voice of both service users and advocates in the planning and delivery of the projects. Representatives from local and regional advocacy organizations might be invited to be more involved in governance and planning of projects for example.

There exists within the NHS an ethos of developing the capabilities of the workforce to meet targets. Much of this is focused on the delivery of training to address short falls in service provision and knowledge. Whilst the training within the projects would seem to have been of a good quality and met the expectations of participants the real benchmark would be the level to which staff could use these skills and knowledge as part of clinical practice. There is limited research into the effectiveness of training in the MCA; in general the findings suggest that training can produce change in practitioners, but there are also numerous barriers that hamper this. These include heavy caseloads, lack of support from colleagues and managers for the new ways of working, and lack of appropriate supervision.
The need for staff to be properly trained in the implementation of the MCA has been recognized in both policy and legislation. It is fundamental to the success and effectiveness of such training that programmes are designed or selected and delivered on the basis of a sound understanding of what is actually needed. Both sets of training programmes (for the Leadership at all Levels and Targeted Professionals projects) had been commissioned from outside agencies with a track record of success in delivering this type of training. Whilst this is a straightforward and simple solution to a training requirement it can be costly to provide. It is also important to remember that ‘one size’ does not fit all. As a minimum, employers should provide training and education for their staff in line with national guidelines and good practice, and that this should be commensurate with the degree to which the individual staff member uses the MCA. It should contain learning outcomes so participants are clear as to what is to be achieved and its content should be up-to-date with current thinking. Likewise, its content should be evidence based wherever possible; delivered by creditable staff committed to a model of care based on respect for the individual and other key principle. Above all it should be responsive to feedback and allow for the concerns of staff to be played out. A key measure of the success of any training programme is the extent to which a staff member exits a programme with a perceived ability, self-belief and confidence that they have the necessary knowledge, skills and understanding to be able to cope with situations as part of clinical practice. 
The health and social care system operates within finite resources and funding needs to be directed in such a way as to maximize potential benefits. The need to spend money well has never been more important than in the present financial environment.  Before embarking on any project, it is important to give adequate consideration to how it will be managed and resourced, not in the short term but also over time. The MCA Improvement Programme projects have been well received in practice and the sustainability and future development of these should be carefully considered in line with local needs and changes to national policy.
Few people would doubt the expertise that clinicians can bring when considering how to change health services. Their leadership can draw on the trust they have built with the local community they serve and underline creditable plans. This does not mean it is easy for clinicians to become leaders. In fact, it can often be difficult for them to direct changes to services they have worked for many years to develop. The introduction of local commissioning now provides the opportunity for more change to be led by clinicians and to establish a stronger clinical basis for designing health services. However, to do this staff will need the support and guidance that allows them to improve services while managing their day-to-day duties. 
Consultation has been a real strength of the projects. While the methods for consultation have varied, reflecting local structures, styles and aspirations, all consultations we have observed have shown strong collective responsibility, professionalism, transparency, openness and a commitment to act. It has been suggested that the impetus for change in health services should come from outside of the system, but to deliver real improvements to patient care, change must be driven and encouraged from within (Clayton 2009). There is a challenge for everyone concerned to develop greater clarity around the purpose of the MCA and its implementation and a better understanding of a shared approach to the process. The bedrock for such an approach would be appropriate capacity, skills and experience within both the sector and statutory bodies, a collaborative approach involving regular and open dialogue and communication, constructive challenge and opportunities for learning from positive practice. 
Conclusions
Overall, the projects would seem to have been a success. The evaluators were impressed by the enthusiasm, hard work and commitment of the project teams, and by the positive reception of staff for the training. There is some concern as to the viability of the projects longer term with regards funding, however it is clear that there is a lot of work to be done yet. Evidence of impact is currently limited, given the relative early stage of development. 
The framework offered by the MCA was welcomed as a way to protect and uphold the rights of individuals who have compromised or absent-decision-making capacity, be that absence a result of mental ill health, dementia or learning disabilities (Taylor 2014). Millions of pounds have been made available to train health professionals in the principles of the MCA it has yet it remains poorly understood and implemented in clinical practice. 
Recommendations
	The House of Lords committee were damning in their report about the way in which  risk aversion in social care and paternalism in health have led to the MCA being used as a tool of safeguarding rather than one of empowerment. This needs to be borne in mind when putting together future projects together. 
	This programme has demonstrated that there is a logic to Adult Safeguarding Boards co- coordinating and taking ownership of projects aimed at improving implementation of the Mental Capacity. The make-up, expertise, and networks which come together in these Safeguarding Boards make them well placed to deliver this work. We recommend that they continue to fund and co-ordinate such work. However, whilst the tension between empowerment and safeguarding will always provide difficult challenges, it is crucial that empowerment is given the priority which the MCA intended.
	The user exchange project has begun to lay the groundwork for some effective consultation and involvement with users and carers and it is recommended that this work is continued in order to allow it time to deliver useful results.
	Events should be designed so that there is more time for and a greater emphasis on exchange of views and practice experiences. This might mean for example, asking delegates in advance to bring particular cases or difficulties from their work setting, or simply providing more time within the sessions for the discussion of relevant case studies.
	 We should be aware that there is currently an accelerated consultation process being undertaken by the law commission with regard to the Deprivation of Liberty Safeguards. However, the demand for BIAs will remain high until any recommendations for change emerge from the law commission and are acted upon by government, and the role is likely to continue after any changes, albeit in a modified form.
	Resources need to be provided to assist in the training of appropriately identified staff to carry out the BIA role and in particular should be targeted to specialist areas in which there are relatively fewer of the required BIAs (e.g. in certain hospital settings). 
	Refresher and update training is crucial in an area of practice such as this which is highly dependent on the latest case law. Consideration should be given to co coordinating and mandating standards and content for update training in the same way as for initial training.
	It is essential that any future evaluation/research can demonstrate that staff are capable of implementing what they have learnt through training in their practice. In addition to this, research should endeavor to assess outcomes for service users as well. The hypotheses would be that if staff obtain new skills and subsequently implement more effective interventions then there should be discernible benefit for service users. Outcomes could be satisfaction with services, level of engagement, levels of functioning, quality of life and needs. 
	Measures of success should be routinely built into provision so as to facilitate evaluation based on attention to the outcomes for service users and thereby facilitate on-going support for quality services based on best practice.
	In addition to this, the training should not represent an end point in itself. It is likely that attendees will identify learning needs as a result of it, and there should be opportunities within services and outside of the training to pursue this. 
	Communities of learning should be explored in support of staff learning regarding the MCA and its implementation. These could be through on-line facilitation or distinct groups. 
	When introducing new projects there is a need to be flexible in respect of location, timing, setting and the changing needs of the local population. 
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